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WO0000
W0000

This visit was for an annual fundamental
recertification and state licensure survey.

Dates of Survey: September 19, 20, 21 and 23,
2011

Facility number: 000962
Provider number: 15G448
AIM number: 100249360

Surveyor: Christine Colon, Medical Surveyor
1II/QMRP

The following federal deficiencies also reflect
state findings in accordance with 460 IAC 9.
Quality Review completed 10/7/11 by Ruth
Shackelford, Medical Surveyor III.

w0104 The governing body must exercise general
policy, budget, and operating direction over
the facility.

Based on observation and interview, the w0104 The curtain rods for the windows 10/24/2011
governing body failed for 6 of 6 clients in the living room, dining room

. L. and office have all been replaced
(clients #1, #2, #3, #4, #5 and #6) living and have the appropriate curtains

at the group home, to exercise general on them to maintain privacy. The
operating direction in a manner to ensure two rough plaster patches in the
routine maintenance was completed. living room ha.ve been sanded
and will be painted and the

stained ceiling tiles in the dining
Findings include: room have been replaced. The
agency governing body makes
every effort to keep each facility

A morning observation was conducted on ) ) )
in good repair. The plaster project

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that
other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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9/20/11 from 6:15 A.M. until 8:10 A.M.. had been started but not
Upon nein s 1,2, 5, 4, 4
, . ;
and #6's home, the curtain rods over both in the designated time frame, a
windows in the living room were maintenance request will be
observed to be bent. There were 2 submitted electronically as a well
patches of rough plaster observed on the as Yer}t[):: f(tjl_lov‘f[ “r’: tg .enf.su.ri ad
. . . project that is started is finished.
11V1.ng room wall .rn'easurlng 12. inches by In the future, projects such as
12 inches. The dlmng room window providing and replacing bent
curtain rod was observed to be bent. Six curtain rods and providing
ceiling tiles were observed to have brown approp/rtlatetwmdtow ilb
. . . covers/treatments will be
stam-s. At 8:00 A.M., the window in the completed by the Program
medication room was observed to have a Coordinator of the home if
beige sheet hanging from a vertical blind maintenance is unable to
valance. Training Assistant (TA) #2 was prioritize in a timely manner. If
b d ke d he sh dth ceiling tiles become stained, a
0 ser.ve to take down the sheet a.n .t © electronic maintenance request
curtain rod was observed to be missing will be submitted with verbal
and the brackets on both sides of the follow up until repaired. Program
window were observed to be broken. Coordinator and Director of
Group Living will make routine
) ) ) ) and sporadic checks to ensure
An interview with the Quahﬁed Mental the home is in good repair and to
Retardation Professional (QMRP) was submit maintenance requests, as
conducted on 9/20/11 at 10:50 A.M.. The ;eeded. F(’:ersodqs R}:esgc.)nsfle: .
. . rogram Coordinator Director o
QMRP indicated there were repairs that Gr 0% p Living
needed to be completed but she wasn't
sure if there were any maintenance repair
request forms for this group home and she
would have to check. No further
documentation was available for review to
indicate when the window fixtures and
ceiling tiles would be repaired/replaced.
9-3-1(a)
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WO0130 The facility must ensure the rights of all
clients. Therefore, the facility must ensure
privacy during treatment and care of personal
needs.
WO0130 An in-service training for house 10/24/2011
Based on observation and interview, the staff was completed on
. . . September 21 and October 11,
facility failed for 1 of 3 clients observed 2011. The in-service included
during medication administration (client training on the importance of
#5) to ensure privacy during medication privacy when passing medication.
administration Medications to be administered at
’ mealtimes require the same
degree of privacy. Staff are to
Findings include: refrain from administering
medications in open areas such
as the dining room. In the future,
An evening observation was conducted at the Program Coordinator and the
the group home on 9/19/11 from 4:30 QVIRP W_'” do random )
o ) observations of medication
P.M. until 6:30 P.M.. At 5:00 PM, passes to ensure that the privacy
clients #1, #2, #3, #5 and #6 were of the individuals is being
observed sitting at the dining table maintained. Persons
. . . Responsible:Program
reparing to eat dinner. At 5:05 P.M.,,
P p . g . Coordinator QVRP
Training Assistant (TA) #1 was observed
asking client #5 what his supper
medication was and what the medication
was for while clients #1, #2, #3 and #6
were seated at the dining tables and were
able to hear medication information.
Client #5 stated "Calcium for bones."
There was no training regarding privacy
observed during medication
administration training.
An interview with the Nurse was
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conducted at the facility's administrative
office on 9/20/11 at 1:00 P.M.. The
Nurse indicated all clients should have
privacy during medication administration
training.
9-3-2(a)
w0149 The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
w0149 Please note that in example 10/31/2011
Based on record review and interview, the #2_'C_I'er_]t #6 was not. involved in
. . its "Pol; this incident. The discharged
facility ne.glected to implement its "Policy client was involved in the incident.
for Handling Cases of Neglect and Client #1has program strategies
Abuse," to protect 2 of 6 clients living at in place to role play
the group home (clients #3 and #5) from confrontlatlonall scenarlgs with the
hvsical . staff daily during goal time.
physical aggression. These scenarios are based on
o ) incidents that have occurred with
Findings include: client #1 and other individuals or
within the household and client #1
) L gives examples of appropriate
A review of the facility's records was ways to handle the situation
conducted on 9/19/11 at 2:30 P.M.. given. Scenarios to problem
Review of the facility's incident reports So!‘l"”g startgd ‘;Ut VCVIIth g:ﬂe‘ral
dated 1/1/11 to 9/19/11 indicated the daily scenarios for Client #1 in
. which he needed to express and
following: role play appropriate
problem-solving and safe
Incidents involving client #5: behavior. A new scenario was
added to his strategies to address
. . the specific incidents that
1. Incident report dated 1/29/11: "[Client occurred on 1/29/11, 4/1/11 and
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#5] came down from his room to get his 7/2/11 as each incident involved a
morning medication. He was sitting in dlﬁgrent person,.dlfferetnt Issue,
or different location. Client #1 has
the med room when the staff excused a behavior support plan that
themselves to go to the restroom and wash addresses physical aggression
their hands. As staff was drying her and has continued to have
hands and coming out of the bathroom she regulgr fgllow alpng with the )
heard [client #5 'Ouch hit , psychiatrist to discuss behavioral
eard [c 1er? ] say 'Ouch you hit me. issues. For the discharged
Upon entering the med room, the staff client listed, initially he did not
found [client #1] standing in the med display any behavioral difficulties
room next to the desk and [client #5] ;after molvmg into the gz;oupﬁhome.
standing holding the right side of his face t was almost six months after
o o moving in that he began to
between his lip and his jaw. experience difficulties. At that
time the agency began to work
2. Incident dated 2/8/11: "[Client #6] and with the psychiatrist to adjust his
[client #5] had just returned home with medlcat{ons to help \.Nlth the
] aggression. Along with the
the rest of their housemates from a change of medications, his
community activity. [Client #5] was behavior support plan was
sitting in van seat directly behind the revised and implemented. As the
driver and [client #6] was sitting directly problems progressed, the agency
. . . secured an outside behavior
behind [client #5]. The staff heard [client specialist to assist the QMRP and
#6] say that [client #5] told him to shut up group home staff. The agency
and then [client #6] proceeded to hit was 3!50 .working to secure a new
[client #5] in the arm with an open hand. .pSYC.hIam,S tat the request of the
individual's parents. The
Both gentlemen proceeded to get off the following is a timeline of the
van and went into the house." discharged client’s time at the
group home as well as list of
3. Incident dated 4/17/11: "Was asking steps taken to a.uddress his .
. ) . increased physical aggression as
[client #3] to pick out one movie to well as to maintain the safety of
watch. [Client #3] wasn't listening so | everyone involved. 6/11/10-client
told him if he didn't want to listen he moved into group7/22/10-first
: behavior plan was approved and
would go up to his room. He then . !
goup L . implemented. Staff trained to
grabbed a few movies in which case, [ implement.8/23/10-began seeing
disconnected the t.v., I didn't want him psychiatrist-no initial problems
messing with the t.v. to the point he and no changes
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would break another t.v.. I then picked up made10/2010-appt with
a movie from the floor, which [client #3] psychiatrist no difficulties and no
h ch changes made12/2010-appt with
grabbed out of my hands, which upset psychiatrist, client beginning to
[client #5]. [Client #5] started to walk have difficulties with
towards [client #3]. I told [client #5] I impulsiveness, re-direction
could handle the situation and he needed and increased aggression
i Ik towards others. Risperdal added.
to step away. As [client #3] was walking Behavior Support Plan evaluated
backwards away from me he bumped into and determined to be effective.
[client #5], turned around and smacked Staff trained to implement
[client #5] in the chest." consistently.1/2011-appt with
' psychiatrist, continued problems
) ) with aggression towards others,
4. Incident dated 6/5/11: "[Client #5] Depakote added. QMRP in
moved towards the office inquiring process of establishing new
something from another...I saw baseline for physical aggression
disch dcli follow him £ in order to effectively revise
[disc arge. c '1ent n'ame] ollow 1m. ast Behavior Support
from the dinning (sic) room and behind Plan.2/2011-appt with
him, he [discharged client name] hit psychiatrist, some improvement
[client #5] by his fist, and [client #5] with ac?dltlon of Depakote. Easier
houted for help." to re-direct, no
shouted for help. = . changes.3/2011-appt with
psychiatrist, increase in difficulties
5. Incident dated 6/7/11: "Went on with aggression again, increase
transport, as the clients were getting into Depakote. Behavior support plan
th disch d client! told revised and implemented. Staff
¢ van, [disc 'c.lrge. N .1en ] told me we trained to implement
should go by his girlfriends van. I told plan.4/2011-appt with psychiatrist,
him as we go by we can wave. [Client parents attended. Significant
#5] was offended by [discharged client] increase in behaviors, parents did
. not feel medication was helpful,
trying to tell me what to do, and told L )
g ) psychiatrist discontinued all but
[discharged client] to not do that. original Celexa he was on when
[Discharged client] immediately started to entered group home.5/2011-appt
hit his head, told [client #5] and with psychiatrist, nge )
[discharged client] to calm down and not |mprovement nqte or a short
) time. IDT met with parents to
talk to each other and I would handle it. identify additional options to
As soon as they calmed down, I got into assist in supporting the client to
the driver's seat and as I was putting my be successful. This included
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seatbelt on I heard [client #5] 'He hit me.' using visual calendar planning of
I turned around and asked [client #1] and preferred activities, was
. f th <ch connected to a male staff
[client #2] if they saw [discharged advocate of his choice for
resident] hitting [client #5] they both problem-solving, and new
nodded yes." activities were identified for him
that he was responsive to that
. . . . ) included house photographer.
Incidents involving client #3: Parents request a new
psychiatrist.6/7/2011-meeting
1. Incident report dated 3/27/11: "On with parents, searching for a new
3/27/11 [discharged client] returned to the psychla.\trlst as well as a behavior
h f ‘it with his famil specialist to assist QMRP and
group home atter a visit with his alr.u Y staff with programming.6/8/2011-
The staff report that they were working client’s parents decided to take
with [discharged client] to pack his lunch home while they decided on the
for work the next day when the phone appropriateness of his
dreli B dit. Wh placement. QMRP continued to
rang and [client #3] answered it. en work on securing a new
the staff got the phone from [client #3], it psychiatrist and behavior
is reported that [discharged client] rushed specialist. A behavior specialist
over to [client #3] and hit and kicked was secured and planning to visit
him." but on 6/21/11 parents decided to
1m. take individual out of program and
have him return to their home.
2. Incident dated 4/1/1: "The guys were For client #3 Per the incident
walking in from transport. [Client #3] reporfj,'furttt;]er.|nf%rmatt;(r)‘nt
. . . regarding the incident tha
Was in front of [discharged client] he.aded occurred on 4/17/11, the physical
into the house. I stepped up to walk in aggression that occurred was
between them (since we are trying to keep determined to be more of a fear
them away from each other). [Discharged trigger response to him backing
client] told [client #3] "You're not goin into client #5 and that there was
. . .g g no intent to cause harm. Client #3
anywhere tonight.' [Client #3] said that does have a behavior support
he was going somewhere. [Discharged plan in place that does address
client] reached around me and pinched physical aggression and the staff
. . . document on this plan daily. For
[client #3] on.hls arm (upper rlg},lt) and client #3 there are also other
then swung his leg around and kicked the strategies to assist with his
side of [client #3]'s left leg." behavioral issues. These include
separate transportation times in
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3. Incident dated 4/1/11: "...[Client #3] the afternoon to give him some
was sitting with me in the office as I filled quiet time to relax after returning
hi home as well as more
out a form. He went out to grab his individualized activities such as
markers to do his letters. [Client #1] shopping. There are also seating
came into the office while he was gone arrangements for mealtimes and
and was hovering. When [client #3] came when r|d|n'g n the van to help ,
back i i 1 lled at hi decrease incidents of aggression.
ack in [client #1] yelled at him to get These individualized strategies
out. Itold [client #1] it was okay and that address transition times in effort
I had asked [client #3] to be in the office. to provide structure, routine, and
I turned back to what I was doing at the Stab”'t,y Wh!Ch then leads to less
desk and looked lient #11d behavioral issues. In the future,
esk and looked up to see [c. ient #1] dart every effort will be made to
across the room and slap [client #3] prevent abuse, neglect and
across the face (above his right eye)." . mistreatment to clients. If client
to client aggression occurs, each
. TT— incident will be reported. Within
4. 11.101dent da.ted 4/19/ 1 I: [Cher}t #_3] 24 hours, after each incident, the
had just been involved in another incident circumstances that led up to the
which [discharged client] had witnessed incident will be assessed and
and [client #3] was headed into the evaluated in order to identify what
. . triggered the inappropriate
kitchen fr(')m the garage to get his coat on. behavior in order to prevent
I was pulling the van into the garage and further incidents. The QMRP will
saw that [discharged client] had pinned review, evaluate, and implement
[client #3] against the glass door and recommendations to prevent
inched [client #3 th Client future incidents.
pinched [¢ llen } ] on the arm.  {Clien Recommendations will include
#3] yelled in pain. formal and/or informal
individualized
5. Incident dated 6/8/11: "On 6/8/11 at strategies/techniques to address
. teach iat It
6:45 A .M., the staff heard noises and and each appropriate adu
) ) ) behavior in effort to prevent future
screaming coming from upstairs. The occurrences. Based on the
staff went upstairs and found [discharged outcome of the evaluation, it will
client] holding [Client #3] against the wall de:grr:mel whathteps neeclj tque
by the neck and hitting him in the head." pul Into place. F-of example, it an
incident occurs in the van during
transport, a seating chart may
6. Incident dated 7/2/11: "[Client #3] need to be established, or
was standing in the kitchen near the office different transportation times be
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entry. [Client #1] approached [client #3], established. Staff will receive
yelling at him. [Client #1] suddenly hit training, as appropriate, to
. ) th he h . implement recommended
[client #3] in the back of the head with a techniques/strategies. The
closed fist. [Client #3] fell to the floor. Director of Group Living will
[Client #3] was dazed, complaining of review each incident and evaluate
dizziness and pain in the head and neck." Fhe recommendatpns mplement
in effort to ensure timeliness,
. . ) . effectiveness, and
A review of the facility's policy titled, prevention. Persons
"Policy: P-22-03 - Abuse, Neglect, or RESPONSIBLE:QMRPDirector of
Exploitation" dated 10/6/08, was ,GI[OUP '-t!V'”g Add't'tO';a' .
i information requested an
.con.ducted on 9/19./1.1 at 2:55 P.M. and provided 10/27/2011As is
indicated, "...prohibits the abuse, neglect, indicated in our policy, while we
exploitation, mistreatment or the violation are assessing and evaluating
of the rights of any individual receiving incidents of aggression between
. Definiti . residents every effort will be
serv1ces..: elinitions: made to protect other residents.
Abuse/Mistreatment: Abuse can be This might include such things as
verbal, physical, sexual and removing the other residents from
mental...Physical abuse involves willful the situation, removing the
flict Fini hvsical residents involved from the
e 101.1 0 1nJury', unne?essar.y physica situation, increase staffing to
or chemical restraints or isolation, and provide supervision, identifying
punishment with resulting physical harm alternate modes of transportation
or pain...Neglect/Mistreatment: Failure to for the residents, altering resident
d - food dical schedules, modifying behavior
provide approl-or.la e"care, 0od, medica support plans, etc. The strategy
care or supervision. utilized to protect the residents
may vary dependent on the
An interview with the Qualified Mental sﬁu;tlon. it?ﬁ WI”t bet r(i:alned
. . on the need to protect other
Retardation Professional (QMRP) was . 0 pro’
o o ) residents while incidents are
conducted at the facility's administrative being investigated and measures
office on 9/20/11 at 10:45 A.M.. The to address behaviors being
QMRP indicated clients #1, #3, #5 and #6 developed to the point of
. . . . implenmentation.
were involved in the incidents of physical
aggression. The QMRP further indicated
the facility's abuse/neglect policy should
be followed at all times.
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9-3-2(a)
WO0157 If the alleged violation is verified, appropriate
corrective action must be taken.
WO0157 Please note that in example 10/31/2011
#2-client #6 was not involved in
Based on record review and interview, the th_iS incider?t. The d.ischar.ge(.j
facility failed for 4 of 6 clients residing at cll_ent was involved in the mcufient.
. Client #1has program strategies
the group home (clients #1, #3, #5 and #6) in place to role play
to take effective corrective action for 11 confrontational scenarios with the
of 11 reported incidents of client to client staff daily during goal time.
aggression. Thgse scenarios are based on.
incidents that have occurred with
o ' client #1 and other individuals or
Findings include: within the household and client #1
gives examples of appropriate
] . ways to handle the situation
A review of the facility's records was given. Scenarios to problem
conducted on 9/19/11 at 2:30 P.M.. solving started out with general
Review of the facility's incident reports dahlllthﬁenarlods f(‘j): Client #1 in g
dated 1/1/11 to 9/19/11 indicated the WIICh 1 NEEAEC fo express an
) role play appropriate
following: problem-solving and safe
behavior. A new scenario was
Incidents involving client #5: added to his strategies to address
the specific incidents that
. . occurred on 1/29/11, 4/1/11 and
1. Incident report dated 1/29/11: "[Client 7/2/11 as each incident involved a
#5] came down from his room to get his different person, different issue,
morning medication. He was sitting in or differgnt location. Client #1 has
the med room when the staff excused a behavior supp.ort plan that'
addresses physical aggression
themselves to go to the restroom and wash and has continued to have
their hands. As staff was drying her regular follow along with the
hands and coming out of the bathroom she psychiatrist to discuss behavioral
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heard [client #5] say 'Ouch you hit me.' issues. For the discharged
Upon entering the med room, the staff —g!ie'l‘t Iistedt,)inhitia!ly hled('jfif('j nlc;.t
. . isplay any behavioral difficulties
found [client #1] standing in 'fhe med after moving into the group home.
room next to the desk and [client #5] It was almost six months after
standing holding the right side of his face moving in that he began to
between his lip and his jaw." No experience difficulties. At that
d tati ilable f fow t time the agency began to work
) oc.umen ation Was avatlable 9r review to with the psychiatrist to adjust his
indicate the facility took effective medications to help with the
corrective action after this incident. aggression. Along with the
change of medications, his
. . havi |
2. Incident dated 2/8/11: "[Client #6] and ?:visa;/liogrs\gpir?::)rlteﬁwizg 35 As the
the rest of their housemates from a secured an outside behavior
community activity. [Client #5] was specialist to assist the QUMRP and
sitting in van seat directly behind the svf:zlzgr\?viﬁi:. t-cl;h:eigfen:ynew
driver and [client #6] was sitting directly psychiatrist at the request of the
behind [client #5]. The staff heard [client individual's parents. The
#6] say that [client #5] told him to shut up following is a ‘tim?lin.e of the
and then [client #6] proceeded to hit g:ﬂiﬂ:;%i?:g:%:; I?;S :)hfe
[client #5] in the arm with an open hand. steps taken to address his
Both gentlemen proceeded to get off the increased physical aggression as
van and went into the house." No well as to maintain the safety of
d . . . everyone involved. 6/11/10-client
ocumentation was available for review to ) .
o o . moved into group7/22/10-first
indicate the facility took effective behavior plan was approved and
corrective action after this incident. implemented. Staff trained to
implement.8/23/10-began seeing
3. Incident dated 4/17/11: "Was asking psychiatrist-no initial problems
. ) . and no changes
[client #3] to pick out one movie to made10/2010-appt with
watch. [Client #3] wasn't listening so | psychiatrist no difficulties and no
told him if he didn't want to listen he changes made12/2010-appt with
. psychiatrist, client beginning to
would go up to his Foor.n. H? then have difficulties with
grabbed a few movies in which case, [ impulsiveness, re-direction
disconnected the t.v., I didn't want him and increased aggression
messing with the t.v. to the point he towards others. Risperdal added.
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would break another t.v.. I then picked up Behavior Support Plan evaluated
a movie from the floor, which [client #3] and dettlarmlned. to be effective.
. Staff trained to implement
gra.bbed out of I.ny hands, which upset consistently.1/2011-appt with
[client #5]. [Client #5] started to walk psychiatrist, continued problems
towards [client #3]. I told [client #5] I with aggression towards others,
could handle the situation and he needed Depakote added.' Q,MRP in
As [eli Ik process of establishing new
to step away. As [client #3] was walking baseline for physical aggression
backwards away from me he bumped into in order to effectively revise
[client #5], turned around and smacked Behavior Support
[client #5] in the chest." No Plan.g/ 20,1 1-appt V‘_"th
d . Jable f . psychiatrist, some improvement
) oc.umentatlon .v&fas avatiable (_)r review to with addition of Depakote. Easier
indicate the facility took effective to re-direct, no
corrective action after this incident. changes.3/2011-appt with
psychiatrist, increase in difficulties
. T with aggression again, increase
4. Incident dated 6/5/11: . [Cl%e.nt #5] Depakote. Behavior support plan
moved towards the office inquiring revised and implemented. Staff
something from another...I saw trained to implement
[discharged client name] follow him fast plan.4/2011-appt with psychiatrist,
f the dinni . d behind parents attended. Significant
r.om e }nnlng (sic) .room an e. n increase in behaviors, parents did
him, he [discharged client name] hit not feel medication was helpful,
[client #5] by his fist, and [client #5] psychiatrist discontinued all but
shouted for help." No documentation was orltglnacli Celexahhe Wa; 20(;11\;\/hen t
. . .. o entered group home. -app
available f(.)r review t9 1ndlc.ate the fam.hty with psychiatrist, sorme
took effective corrective action after this improvement noted for a short
incident. time. IDT met with parents to
identify additional options to
. assist in supporting the client to
5. Incident dated 6/7/11: "Went on 'St In supporting the cl
i o be successful. This included
transport, as the clients were getting into using visual calendar planning of
the van, [discharged client] told me we preferred activities, was
should go by his girlfriends van. I told connected to a male staff
. . advocate of his choice for
him as we go by we can wave. [Client .
. ) problem-solving, and new
#5] was offended by [discharged client] activities were identified for him
trying to tell me what to do, and told that he was responsive to that
[discharged client] to not do that. included house photographer.
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[Discharged client] immediately started to Parents request a new
hit his head, told [client #5] and psychiatrist.6/7/2011-meeting
ch ’ i with parents, searching for a new
[discharged client] to calm down and not psychiatrist as well as a behavior
talk to each other and I would handle it. specialist to assist QMRP and
As soon as they calmed down, I got into staff with programming.6/8/2011-
the driver's seat and as I was putting my client's pgrents dec@ed to take
bel I heard Tclient #51 'He hit , home while they decided on the
seatbelt on I heard [client #5] 'He hit me. appropriateness of his
I turned around and asked [client #1] and placement. QMIRP continued to
[client #2] if they saw [discharged work on securing a new
resident] hitting [client #5] they both psychiatrist and behavior
dded " Nod . specialist. A behavior specialist
no } edyes. (_) ocumegtatlon was . was secured and planning to visit
available for review to indicate the facility but on 6/21/11 parents decided to
took effective corrective action after this take individual out of program and
incident have him return to their home.
For client #3 Per the incident
. . . . report, further information
Incidents involving client #3: regarding the incident that
occurred on 4/17/11, the physical
1. Incident report dated 3/27/11: "On :g{qresgor; ttha:) occurredfwa;s
3/27/11 [discharged client] returned to the etermined fo be more of a fear
ST ) trigger response to him backing
group home after a visit with his family. into client #5 and that there was
The staff report that they were working no intent to cause harm. Client #3
with [discharged client] to pack his lunch dloes.ha\lle a ?Ehf‘c‘j"o" suggort
for work the next day when the phone pian In piace Mat does ac cress
] ; physical aggression and the staff
rang and [client #3] answered it. When document on this plan daily. For
the staff got the phone from [client #3], it client #3 there are also other
is reported that [discharged client] rushed strategies to assist with his
. . . behavioral issues. These include
over to [client #3] and hit and kicked o )
. . . separate transportation times in
him." No documentation was available the afternoon to give him some
for review to indicate the facility took quiet time to relax after returning
effective corrective action after this home as well as more
. individualized activities such as
incident. ; i
shopping. There are also seating
arrangements for mealtimes and
2. Incident dated 4/1/1: "The guys were when riding in the van to help
walking in from transport. [Client #3] decrease incidents of aggression.
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was in front of [discharged client] headed These individualized strategies
into the house. I stepped up to walk in address transition times in effort
h . . K to provide structure, routine, and
between them (since we are tryln'g to keep stability which then leads to less
them away from each other). [Discharged behavioral issues. Each incident
client] told [client #3] "You're not going listed has at a minimum an
anywhere tonight.' [Client #3] said that agency |nc!dept report. Stgte
h . h i<ch d reportable incidents were filed for
e was going somewhere. [Discharge incidents when required per
client] reached around me and pinched DDRS policy BQIS 460 0301
[client #3] on his arm (upper right) and 008. Each internal incident is
then swung his leg around and kicked the ngV|e\ived ]E)yGthe QE{'RP anddthe
. . ; " irector of Group Living an
side of [che.nt #3]'s left .16g. No ) investigation notes/comments
documentation was available for review to with follow-up are made regarding
indicate the facility took effective the investigation into the incident
corrective action after this incident. as well as actions to be taken. In
some instances there is also
) ) information regarding meetings
3. Incident dated 4/1/11: "...[Cllent #3] that were held to address the
was sitting with me in the office as I filled issue as well as new strategies
out a form. He went out to grab his that will be implemented. Some
. . reports also have information
marke.rs to do his letters'. [Client #1] from the nurse that may have
came into the office while he was gone evaluated someone that was the
and was hovering. When [client #3] came target of an aggressive act.
back in [client #1] yelled at him to get Therefore, there was
t 1 told Iclient #11it K d that documentation available for
out. T'told [client #1] it was okay and tha review that would indicate
I had aSked [Chent #3] to be m the Ofﬁce. corrective actions were taken in
I turned back to what I was doing at the effort to prevent further
desk and looked up to see [client #1] dart '“f?'?tent.ﬁ'bln thedfu:ure, eve?’
across the room and slap [client #3] orort will be mace fo preven
o abuse, neglect and mistreatment
across the face (above his right eye)." No to clients. If client to client
documentation was available for review to aggression occurs, each incident
indicate the facility took effective Wflt” be reﬁgngg. V\t/'tt:'” 24 hours,
corrective action after this incident. arer each incidert, ihe
circumstances that led up to the
incident will be assessed and
4. Incident dated 4/19/11: "[Client #3] evaluated in order to identify what
had just been involved in another incident triggered the inappropriate
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which [discharged client] had witnessed behavior in order to prevent
and [client #3] was headed into the further incidents. The _QMRP will
. . review, evaluate, and implement
kitchen from the garage to get his coat on. recommendations to prevent
I was pulling the van into the garage and future incidents.
saw that [discharged client] had pinned Recommendations will include
[client #3] against the glass door and formgl anq/ or informal
. . . individualized
pinched [client #3] on the arm. [Client strategies/techniques to address
#3] yelled in pain."" No documentation and teach appropriate adult
was available for review to indicate the behavior in effort to prevent future
facility took effective corrective action occurrences. Based on thg )
fier this incid outcome of the evaluation, it will
after this incident. determine what steps need to be
put into place. For example,
5. Incident dated 6/8/11: "On 6/8/11 at staffing patterns or staffing ratios
6:45 A M., the staff heard noises and may need to be adjusted. Staff
. o i . Th will receive training, as
screaming comlpg rom upstalrs.. e appropriate, to implement
staff went upstairs and found [discharged recommended
client] holding [Client #3] against the wall techniques/strategies. The
by the neck and hitting him in the head." Director of Group Living will
No d tati lable f review each incident; evaluate the
O. ocum.en 'a lon was a\.fa'l able for recommendations implemented
review to indicate the facility took and documentation in effort to
immediate effective corrective action after ensure timeliness, effectiveness,
this incident. and prevention. Persons.
RESPONSIBLE:QMRPDirector of
. . Group LivingAdditional
6. InCldent dated 7/2/1 1: "[Chent #3] information as requested
was standing in the kitchen near the office provided 10/27/2011As is
entry. [Client #1] approached [client #3], indicated in our pgllcy, IWhtI'le we
yelling at him. [Client #1] suddenly hit are assessing and evaiuaing
) ] ] incident s of aggression between
[client #3] in the back of the head with a residents every effort will be
closed fist. [Client #3] fell to the floor. made to protect other residents.
[Client #3] was dazed, complaining of This might include such things as
.. - " removing the other residents from
dizziness and pain in the head and neck. I .
) ) the situation, removing the
No documentation was available for residents involved from the
review to indicate the facility took situation, increase staffing to
effective corrective action after this provide supervision, identifying
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incident. alternate modes of transportation
for the residents, altering resident
Ani . th th lifi 1 schedules, modifying behavior
n 1nterYlew wit t. e Qualified Menta support plans, etc. The strategy
Retardation Professional (QMRP) was utilized to protect the residents
conducted on 9/20/11 at 10:45 AM.. The may vary dependent on the
QMRP indicated there was no situation. Staff will be retrained
. . . on the need to protect other
documentation available for review to residents while incident s are
indicate the facility took effective being investigated and measures
corrective action to address each of these to address behaviors being
incidents involving clients #1, #3, #5 and fjeveloped tq the point of
46 implementation.
9-3-2(a)
w0261 The facility must designate and use a
specially constituted committee or committees
consisting of members of facility staff,
parents, legal guardians, clients (as
appropriate), qualified persons who have
either experience or training in contemporary
practices to change inappropriate client
behavior, and persons with no ownership or
controlling interest in the facility.
Wo0261 LOGAN’s Human Rights 10/24/2011
Based on record review and interview, the C_omm'ttee met on 10/10/, 11 and
o . discussed the membership of a
facility failed to have needed members person with a disability. A
serve on the Human Rights Committee for specific name was discussed. An
6 of 6 clients (clients #1, #2, #3, #4, #5 offer was extended to this
and #6) residing at the group home. individual. The individual i
accepted the offer and confirmed
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Findings include: that she was willing to serve on
the committee. She will be in
. - ttendance at the meeting of
A review of the facility's records was a
118 TECOTES was 11/14/11 which is the next
conducted at the facility's administrative and earliest HRC meeting.
office on 9/20/11 at 11:32 A M.. A
review of the facility's "Human Rights LOGAN’s Human Right -
Committee Meeting Minutes" indicated Commlttee. will retain on its
. membership roster the members
the following: required by policy. As individual
members leave the HRC, they will
Meeting Date: 2/14/11: Review of the be replaced with a similar
2/14/11 minutes indicated no client member W',th the same
L. membership credentials in a
representative in attendance. timely manner.
Meeting Date: 3/14/11: Review of the Person(s) Responsible:
3/14/11 minutes indicated no client VP for Program Operations
representative in attendance.
Meeting Date: 4/11/11: Review of the
4/11/11 minutes indicated no client
representative in attendance.
Meeting Date: 5/9/11: Review of the
5/9/11 minutes indicated no client
representative in attendance.
Meeting Date: 6/13/11: Review of the
6/13/11 minutes indicated no client
representative in attendance.
Meeting Date: 7/11/11: Review of the
7/11/11 minutes indicated no client
representative in attendance.
Meeting Date: 8/8/11: Review of the
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WO0336

8/8/11 minutes indicated no client
representative in attendance.

Meeting Date: 9/12/11: Review of the
9/12/11 minutes indicated no client
representative in attendance.

An interview with the Qualified Mental
Retardation Professional (QMRP) was
conducted on 9/20/11 at 3:55 P.M.. When
asked if the facility's HRC had a client
representative, the QMRP indicated the
facility did have clients that were capable
of serving as a client representative and
were in the process of interviewing clients
to serve as a client representative on the
facility's HRC.

9-3-4(a)

Nursing services must include, for those
clients certified as not needing a medical care
plan, a review of their health status which
must be on a quarterly or more frequent basis
depending on client need.

Based on record review and interview, the
facility failed for 3 of 3 sampled clients
(client #1, #2 and #3) with medical
conditions, to have quarterly nursing
assessments completed in a timely

WO0336

Nursing assessments were
completed for all clients at
Brentwood on Sept 28 th , 2011.
In keeping with the quarterly
schedule they will be completed
again at the designated quarter in
November 2011.

10/24/2011
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fashion.
Findings include:

Client #1's records were reviewed on
9/20/11 at 12:00 P.M.. The record review
failed to indicate the quarterly nursing
assessments had been completed timely.
Client #1's quarterly nursing assessments
were dated 11/24/10, 2/24/11 and 5/24/11.
Further review of client #1's record
indicated he was not in need of a medical
care plan and an annual physical dated
4/1/11. No further documentation was
available for review to indicate client #1
had a nursing quarterly completed for the
month of 8/11.

Client #2's records were reviewed on
9/20/11 at 12:30 P.M.. The record review
failed to indicate the quarterly nursing
assessments had been completed timely.
Client #2's quarterly nursing assessments
were dated 2/24/11 and 5/24/11. Further
review of client #2's record indicated he
was not in need of a medical care plan and
an annual physical dated 1/12/11. No
further documentation was available for
review to indicate client #2 had a nursing
quarterly completed for the month of
8/11.

Client #3's records were reviewed on

With the hiring of a new nurse
designated for the Brentwood
home, future quarterly nursing
assessments will be completed in
a timely manner each quarter or
more often if needed.

Person Responsible:
Group Living Nurse
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9/20/11 at 11:35 A.M.. The record review
failed to indicate the quarterly nursing
assessments had been completed timely.
Client #3's quarterly nursing assessments
were dated 11/24/10, 2/24/11 and 5/24/11.
Further review of client #3's record
indicated he was not in need of a medical
care plan and an annual physical dated
3/7/11. No further documentation was
available for review to indicate client #3
had a nursing quarterly completed for the
month of 8/11.

The Nurse was interviewed on 9/20/11 at
1:00 P.M.. The Nurse indicated the
nursing assessments were not completed
quarterly. The Nurse further indicated no
nursing quarterlies were completed for
clients #1, #2 and #3 for the month of
August 2011.

9-3-6(a)
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